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Clinical Summary
A 44-year-old man with cardiac failure was admitted to our clinic
for increasing dyspnea. Transesophageal echocardiography
showed severe mitral regurgitation with a prolapse of the anterior
leaflet. Aortic regurgitation was referred to as mild. End-diastolic
diameter was 73 mm, end-systolic diameter was 47 mm, and
ejection fraction was calculated to be 0.50. Catheterization re-
vealed normal coronary arteries. At the time of the operation,
annular calcifications and redundant bulky leaflets contraindicated
valvular repair. A bileaflet mechanical prosthesis (31/33 mm) was
implanted by using Miki’s mitral valve replacement (MVR) tech-
nique. Complete preservation of the whole native mitral apparatus
during surgical intervention is easily accomplished with Miki’s
MVR technique.1 The anterior mitral leaflet is divided (the central
portion is excised) into anterior and posterior segments. The di-
vided segments are shifted and reattached to the mitral ring of the
respective commissural areas (while the posterior mitral leaflet is
completely preserved), and the prosthetic valve is implanted.
Everting interrupted mattress stitches with pledgets placed above
the annulus in the atrium were used. Every stitch passed through
the annulus, then the remnant of the anterior leaflet (or through
posterior leaflet), and then through the outer half of the sewing ring
of the prosthetic valve. Practically, we can figure this technique as
an intravalvular implantation of the prosthetic valve.
The early postoperative course was uneventful, and predis-
charge transthoracic echocardiography (TTE), as well as trans-
esophageal echocardiography, showed a normal functioning mitral
prosthesis, mild aortic regurgitation, and preserved ventricular
function.
At regular check-up, 1 month later, TTE showed a mysterious
formation (about 34 mm in length) attached to the posterior pap-
illary muscle floating in the left ventricle (Figures 1 and 2).
Being afraid of possible thrombosis, dislocation, and emboli-
zation or poppet entrapments, we have urged redo surgery. To
simplify the reoperation, we used a limited approach through an
aortotomy across the native aortic valve, which provided excellent
access to the mitral prosthesis and the left ventricular cavity. The
mysterious formation ap-
peared to be a torn (a few mil-
limeters below the sewing
line) preserved part of the an-
terior leaflet (reattached to the
corresponding part of the pos-
teromedial commissure at the
time of the first operation) still
connected with chordae to the
posterior papillary muscle. This remnant was cut up to the papil-
lary muscle head, as well as the other part of the preserved anterior
leaflet (reattached to the corresponding part of anterolateral com-
missure), which started to tear a few millimeters below the line of
reattachment. Although aortic regurgitation has been estimated as
mild to moderate, we have also done aortic valve replacement with
a bileaflet mechanical prosthesis (25 mm).
The postoperative course was uneventful, and predischarge
TTE showed normal functioning of the mitral and aortic prostheses
together with preserved ventricular function.
Discussion
Complete preservation of the native mitral apparatus during MVR
along with maintenance of the continuity between these structures
and the mitral annulus has a beneficial effect on postoperative left
ventricular performance.1,2
A possible disadvantage of leaving the subvalvular apparatus
intact during MVR is left ventricular outflow tract obstruction.3
There have also been reports of disc or poppet entrapment by
surgically divided chordal remnants, long suture ends, overhang-
ing knots, or atrial catheters.2 Rupture of a papillary muscle caused
by hemorrhagic necrosis, with entrapment of the disc of the pros-
thetic valve (lethal complication), has been reported.4 Spontaneous
rupture of a papillary muscle after chordal sparing MVR, seeking
for a surgical solution to the problem, has also been noted.2,5
In our case we were faced with spontaneous tearing of the
anterior mitral leaflet remnants. To the best of our knowledge, such
a complication has not yet been reported. It was speculated that
tearing of the leaflet remnants might have been caused by in-
creased tension on preserved structures. We absolutely agree with
the statement of Lemke and colleagues2 that every effort should be
done to avoid tension on the subvalvular apparatus in chordal
sparing MVR, especially when the chordal attachments to the
valve leaflets are altered.
Being afraid of possible thrombosis, embolization, or poppet
entrapments, we have urged redo surgery. In our opinion, when we
are faced with similar problems, a limited approach throughout an
aortotomy across the aortic valve simplifies the operation.
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Aortic dissection without Marfan’s syndrome in ankylosing spondylitis
Hisato Takagi, MD, PhD, Takayoshi Kato, MD, Yukihiro Matsuno, MD, PhD, Yukio Umeda, MD, PhD,
Yukiomi Fukumoto, MD, PhD, Yoshio Mori, MD, PhD, and Hajime Hirose, MD, PhD, Gifu, Japan
Mutations in the gene for fibrillin-1 (FBN1), whichcause Marfan’s syndrome, have been found notonly in Marfan’s syndrome but also in a range ofconnective tissue disorders collectively termed
“fibrillinopathies,” such as isolated ascending aortic aneurysm and
dissection,1,2 isolated skeletal features, predominant skeletal man-
ifestations without aortic dilatation, isolated ectopia lentis, and
other variants. On the other hand, Simkin3 has hypothesized that
the defective fibrillin of Marfan microfibrils and the inflammation-
targeted fibrillin of ankylosing spondylitis may each lead to com-
parable structural phenotypes of failure. Two cases of coexistent
ankylosing spondylitis and Marfan’s syndrome without aortic dis-
section have been reported in the literature.4,5 To our knowledge,
however, there have been no cases of aortic dissection in ankylos-
ing spondylitis. Here we describe the first case of Stanford type A
(DeBakey type I) acute aortic dissection without Marfan’s syn-
drome in human leukocyte antigen (HLA)-B27–negative ankylos-
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Figure 1. Transthoracic echocardiogram (apical, 2-chamber
view) showing mitral prosthesis (double arrow) and structure
(attached on posterior papillary muscle) floating in the left ven-
tricular cavity (arrow).
Figure 2. Transthoracic echocardiogram (apical, 4-chamber
view) showing the torn remnant of the spared anterior leaflet still
attached to the posterior papillary muscle (arrow).
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